Plasmacytoma is a localised collection of neoplastic plasma cells. These (fig 1) . Immunohistochemical staining showed that the cells were positive for leucocyte common antigen, vimentin, and monotypic A light chain, and negative for epithelial membrane antigen (EMA). The overall features were those of a plasmacytoma.
A retrospective review of the fine needle aspirate of the scalp lesion showed malignant cells arranged in small clusters. The tumour cells were similar in morphology to those of the latest biopsy specimen (fig 2) . Immunohistochemical staining showed that the cells were positive for leucocyte common antigen (LCA). 
i A m l
Different guises ofplasmacytoma from skin to bone Discussion This case is unusual in that it presented as a rare primary cutaneous plasmacytoma, which later relapsed as intracerebral and osseous lesions, without associated marrow plasmacytosis. Although the intracerebral lesion was not proved histologically, given the clinical history and the very good response to dexamethasone, it is probably justified to make that presumptive diagnosis.
This case also illustrates the pitfalls in the diagnosis of plasmacytoma, particularly when it occurs in an unusual site such as the skin and in the absence of a previous history of myelomatosis. Cytologically, the neoplastic plasma cells can assume various forms, ranging from anaplastic large cells or signet ring cells, which may mimic metastatic carcinoma, to tadpole-like cells with rosette formation, resembling peripheral neuroepithelioma.5 The clue to cytological diagnosis is the presence of a cogwheel chromatin pattern and prominent Golgi zone in at least some of the tumour cells. In contrast, poorly differentiated carcinoma and anaplastic carcinoma tend to show more nuclear membrane irregularities, while small cell carcinoma of lung usually has inconspicuous nucleoli and scanty cytoplasm. With the increasing use of fine needle aspiration cytology for the diagnosis of solid tumours, it is important to recognise these features so as not to miss the diagnosis. Histologically, confusion with poorly differentiated carcinoma because of similar histological appearances could occur, compounded by the fact that on immunophenotyping, plasmacytoma might be negative for LCA, but positive for EMA6 and occasionally cytokeratin.78 Demonstration of monotypic expression of immunoglobulin light chain will help to establish the diagnosis.9 Because plasma cell neoplasms frequently express EMA and B cells tend to lose LCA when they reach the plasma cell stage, an incorrect diagnosis of carcinoma might be made if a plasma cell tumour exhibited EMA in the absence of LCA. As EMA is not very specific to epithelial cells,10 it should not be used as the sole marker of epithelial origin in tumour diagnosis. Immunohistochemical study should be used as a supplement to morphological diagnosis; all diagnostic conclusions require the correlation of immunohistochemical findings with morphology. This distinction is important, because localised plasmacytoma is usually very amenable to treatment and has a much better prognosis than metastatic carcinoma or multiple myeloma," 12 as shown in this case. Finally, all isolated plasmacytomas should have long term follow up, because recurrence may occur in distant sites or as myelomatosis.
